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BACKGROUND 


Testing  can  be  an  important  first  step  in  helping  an  adolescent  secure  life-prolonging  early 
treatment  for  HIV  infection.  Testing,  however,  also  involves  high  psychological,  legal  and 
economic  risks.  These  guidelines  are  written  to  help  health  care  providers,  youth  workers 
and  counselors  approach  the  process  of  adolescent  HIV  counseling  and  testing  in  a 
sensitive,  developmentally  appropriate  manner  which  is  compatible  with  the  teenager's 
cultural  and  ethnic  group  and  takes  into  consideration  their  socioeconomic  status. 

These  guidelines  are  meant  to  be  flexible.  Adaptations  can  be  made  based  on  individual 
settings  and  available  resources,  as  well  as  individual  adolescents.  Although  a  five  session 
pre-  and  post-test  counseling  model  is  presented,  some  adolescents  will  require  less 
counseling,  while  others  may  require  more.  Youth  who  are  already  alienated  and  isolated 
for  cultural,  linguistic,  emotional  or  other  reasons,  may  not  return  for  all  five  sessions.  In 
these  cases  providers  must  do  the  best  they  can  to  provide  information,  support  and 
referrals  in  a  very  limited  number  of  sessions.  It  is  also  recognized  that  comprehensive 
medical  and  mental  health  services  may  not  be  as  extensive  or  accessible  as  they  need  to 
be  in  order  to  fully  serve  all  HIV  positive  or  high  risk  teenagers  in  Massachusetts. 
Providers  need  to  be  up  to  date  as  to  what  is  available  in  terms  of  treatment  and  service, 
and  be  vocal  about  identifying  the  gaps. 

Counseling  and  support  services  must  be  available  to  help  adolescents  weigh  the  complex 
and  far-reaching  implications  of  taking  an  HIV  antibody  test.  This  counseling  must  be 
comprehensive,  culturally  specific  in  the  adolescent's  own  language,  geared  to  the 
adolescent's  cognitive  abilities,  psychosocial  needs,  sexual  orientation,  and  offered  in  a 
physically  and  emotionally  safe  environment. 

When  inadequately  prepared  and  supported,  adolescents  receiving  positive  test  results 
have  experienced  severe  depression  and  suicidal  ideation.    Others  may  deal  with  their 
resentment  and  anger  at  the  result  by  turning  it  inward  or  outward,  for  example,  by 
verbalizing  the  intention  to  infect  others,  or  self  destructively  by  engaging  in  increased 
drinking  and  drug  taking  behavior. 

Adolescents  who  have  been  tested  say  that  the  way  in  which  they  were  given  the  test 
results  was  the  most  important  factor  in  how  they  dealt  with  learning  their  antibody 
status.  Other  elements  determining  a  positive  outcome  include:  skilled  assistance  in 
deciding  whether  or  not  to  take  the  test  followed  by  help  in  accepting  a  positive  test 
result,  help  with  integrating  it  into  a  healthy  self-concept  and  identifying  on-going  personal 
support,  and  referral  for  medical  follow-up.  It  is  difficult  to  accomplish  this  in  one  pre-test 
and  one  post-test  meeting. 

The  creation  of  safe,  protective  and  supportive  environments  in  which  adolescents  can  go 
for  HIV  counseling  and  testing  is  necessary  if  this  flexible  model  to  be  successfully 
implemented.  Therefore,  it  is  hoped  that  a  strong  commitment  to  this  general  principle  will 
be  adopted  by  every  agency,  organization  or  institution  expressing  a  willingness  to 
consider  this  service  model.  In  addition  to  the  creation  of  these  safe  environments  and 
networks  that  are  internal  to  HIV/AIDS  service  networks  for  adolescents,  we  must  also 
work  toward  and  advocate  for  the  creation  and  institutionalization  of  similar  environments 
throughout  all  social  and  health  services.  These  goals  can  best  be  met  through  the 
development  of  ongoing  communication  strategies,  the  strengthening  of  existing 
community  linkages,  and  by  the  continued  advocacy  by  and  for  youth  on  all  levels  of 
society. 
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ADOLESCENT  DEVELOPMENT 


Working  knowledge  of  adolescent  development  is  crucial  to  providing  quality  health  care 
and  mental  health  services  to  teenagers. 

Adolescent  cognitive  development  provides  part  of  the  framework  from  which  attitudes 
and  beliefs  form  and  solidify.  Attitudes  and  beliefs  influence  abilities  to  process 
information,  and  modify  or  change  behaviors.  In  addition,  cultural,  ethnic  and 
socioeconomic  factors  influence  and  contribute  to  the  developmental  process. 

Young  people  establish  and  define  their  identity  during  adolescence,  a  period  which  starts 
at  the  onset  of  puberty.  They  explore  and  develop  their  moral  value  systems,  future  work 
and  sex-role  responsibilities,  and  their  sexual  identities.  Adolescents  test  their 
independence  from  family  roles  and  structure.    Developmentally  appropriate  behaviors 
include  experimentation,  risk  taking  behavior,  and  feelings  of  immortality.  Adolescent 
development  can  be  roughly  divided  into  three  periods:  early,  middle  and  late. 

Early  adolescence,  which  occurs  from  1 1  to  13  for  girls  and  12  to  14  for  boys,  is  when 
youth  begin  to  seek  independence  from  their  parents.  At  this  time,  adolescents  are  very 
sensitive  and  self  conscious.  The  sense  of  time  for  adolescents  is  rooted  in  the  present 
with  consideration  of  consequences  in  the  future  more  difficult  to  address.  Cognitive 
development  varies  from  one  individual  to  another,  but  the  ratio  of  abstract  to  concrete 
thought  generally  increases  with  age.  It  is  helpful  to  think  of  concrete  and  abstract 
thought  as  two  ends  of  a  continuum  with  varying  degrees  of  each  in  between.  With 
young  adolescents  clear  limits  and  boundaries  are  necessary.  Their  values  are  not 
completely  self-defined,  but  may  still  be  primarily  those  held  by  their  parents.  While  their 
parents  are  still  an  important  aspect  of  their  life,  peers  have  an  increasing  influence  on 
behaviors.  Intimacy  is  defined  through  friends  and  peer  group  membership  (Pawlowski, 
1990). 

In  middle  adolescence,  13  to  1  6  for  girls  and  14  to  1  7  f or  boys,  youth  begin  to  establish 
their  sex  roles.  Intense  sexual  feelings  develop.  Since  for  some  it  is  a  time  when  they 
first  engage  in  sexual  intercourse,  the  risk  of  pregnancy  and  STDs  is  high.  During  middle 
adolescence,  peers  are  very  important  and  influential.  At  this  stage,  adolescents  develop 
and  test  their  own  values,  often  rejecting  those  of  their  parents  or  other  authority  figures. 
Abstract  thinking  progresses  and  connections  between  "today"  and  "tomorrow"  begin. 

In  late  adolescence,  1  6  to  19  years  for  girls  and  17  to  19  years  for  boys,  youth  establish 
their  individuality.  They  possess  the  ability  to  think  in  abstract  terms.  Future  goals  are 
more  clearly  and  realistically  defined.  While  peer  influence  is  extremely  powerful,  teens  in 
this  stage  have  the  capacity  to  override  peer  pressure  and  will  select  peer  groups  that 
reflect  their  own  values  (Pawlowski,  1990). 

These  characteristics  of  adolescent  development  have  a  large  effect  on  the  way  in  which 
youth  view  HIV  and  AIDS  as  a  potential  threat.  Depending  on  where  they  are  in  their 
development,  adolescents  may  be  unable  to  see  themselves  as  being  at  risk  for  HIV 
infection,  although  they  engage  in  high-risk-activities.  Vulnerability  to  peer  pressure, 
feelings  of  invulnerability  to  the  negative  consequences  of  their  behaviors,  present-oriented 
thinking,  an  increased  capacity  for  denial,  impulsive  behavior  traits  and  acting  out 
behaviors,  are  all  characteristics  of  development  that  impact  on  adolescent  knowledge  and 
attitudes  about  HIV  and  AIDS.  For  many  adolescents,  especially  those  in  early  adolescent 
development,  a  disease  that  often  has  a  long  latency  period  does  not  seem  to  pose  a 
threat  to  them  nor  will  it  always  act  as  a  motivator  for  personal  behavior  change.  Peers 
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with  AIDS  are  neither  visible  nor  common;  for  the  concrete  thinker,  this  can  foster  denial 
of  the  possibility  of  becoming  infected  with  HIV.  Specific  educational  strategies,  or  a 
range  of  educational  strategies,  need  to  be  developed  that  reach  young  people  in  each  of 
the  stages  of  adolescent  cognitive  development. 

Runaway  and  homeless  youth  pose  a  unique  challenge  to  health  care  providers  and  youth 
workers.  It  is  estimated  that  about  500,000  US  teenagers  run  away  each  year  (General 
Accounting  Office,  1990).  These  youth  are  usually  more  concerned  with  their  day-to-day 
survival  than  with  a  disease  whose  symptoms  may  not  be  evident  for  several  years. 
Homeless  youth  are  generally  characterized  as  runaways  who  left  home  because  of  family 
conflict,  abuse,  alienation,  and  poor  social  relations;  or  throwaways,  who  have  been 
encouraged  or  asked  to  leave  home  (Adams,  Gullotta,  Clancy,  1985).  Some  youth  are 
thrown  away  because  they  openly  identify  as  gay  or  lesbian.  For  these  youth,  substance 
abuse/use,  prostitution  or  a  combination  of  both  (selling  sex  for  drugs  and  shelter)  are  a 
common  means  of  survival. 

In  working  with  these  disenfranchised  youth,  it  is  important  to  recognize  that  most  of 
them  come  from  multi-problem  families  in  which  they  were  the  frequent  victims  of 
emotional,  physical  and  sexual  abuse.  They  have  replaced  the  violence  and  chaos  of  their 
homes  with  the  violence  and  chaos  endemic  to  street  life.  Many  have  developed  a  tough 
facade  that  masks  inner  feelings  of  loneliness  and  low  self-worth.  They  have  little 
expectation  that  the  future  can,  or  will,  be  different,  and  have  little  or  no  trust  in  adults. 
They  crave  attention  and  nurturance,  yet  being  abuse  survivors,  they  are  terrified  of  being 
abused  by  caretakers.  This  ambivalence  is  often  expressed  in  approach/avoidance 
behavior  with  service  providers,  and  is  reflected  in  cancelled  and  broken  appointments. 

Street  youth  respond  well  to  services  offered  in  an  empathic,  flexible,  and  non-judgmental 
manner.  Time  and  care  should  be  taken  to  establish  rapport  with  these  youth.  It  is 
important  to  establish  boundaries  at  the  outset,  and  to  clarify  mutual  expectations.  Once 
trust  is  established,  it  is  easy  to  engage  them  in  necessary  services. 
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SPECIAL  ISSUES  AND  CONSIDERATIONS  ABOUT  HIV  ANTIBODY  TESTING  FOR  YOUTH 


Making  an  informed  decision  about  HIV  antibody  testing  is  often  difficult;  knowledge  of 
HIV  infection  and  disease,  test  technology  and  the  possible  negative  consequences  if 
results  are  released,  are  factors  which  are  difficult  for  the  young  person  to  integrate  and 
understand.  Counselors  need  to  be  sensitive  to  and  aware  of  the  specific  issues  related  to 
counseling  and  testing  adolescents  about  HIV  and  AIDS. 

Confidentiality 

Adolescents  have  the  same  right  to  confidentiality  of  HIV-related  medical  information  as  do 
adults.  Maintaining  confidentiality  of  HIV  antibody  testing  information  concerning 
adolescents  in  conformity  with  both  state  law  and  the  highest  ethical  standards  is 
essential. 

HIV  testing  and/or  results  of  any  tests  should  not  be  documented  in  a  general  medical 
record  without  the  knowledge  and  consent  of  the  adolescent.  All  institutions  and  agencies 
under  whose  authority  files  are  maintained  that  may  contain  individual  HIV  test  results 
must  take  steps  to  assure  that  all  results  are  kept  strictly  confidential. 

In  particular,  any  residential  institution  or  facility  that  has  information  concerning  the  HIV 
status  of  any  of  its  adolescent  residents  should  take  extraordinary  precautions  against 
breaches  of  confidentiality  and  unauthorized  disclosure  of  such  information. 

Any  health  center  or  other  institution  that  is  unable  to  ensure  confidentiality  of  HIV 
information  should  not  conduct  HIV  tests  on  adolescents.  Such  institutions  should  defer  in 
the  provision  of  testing  services  to  some  other  facility  that  is  able  to  ensure  confidentiality. 

Consent 

Written,  informed  consent  for  an  HIV  antibody  test  is  required  by  chapter  111,  section  70F 
of  the  Massachusetts  General  Laws.  This  law  also  requires  written,  informed  consent 
before  the  fact  that  someone  has  been  tested  or  test  results  can  be  disclosed. 

Chapter  1 12,  section  12F  of  the  Massachusetts  General  Laws  permits  minors  to  consent 
to  diagnosis  and  care  where  they  believe  that  they  have  been  exposed  to  a  dangerous 
disease.  In  its  regulations  on  reporting  of  dangerous  diseases,  the  Department  of  Public 
Health  has  classified  AIDS,  but  not  HIV,  as  a  dangerous  disease.  Since  HIV  antibody 
testing  can  be  regarded  as  the  first  of  many  steps  in  the  process  of  monitoring  for,  and 
potentially  diagnosing,  what  has  been  classified  by  the  Department  as  a  dangerous 
disease,  it  appears  that  minors  who  believe  that  they  have  been  exposed  to  HIV  have  the 
legal  authority  to  consent  to  an  HIV  antibody  test. 

Identification  of  Parental  or  Adult  Support 

The  adolescent  should  identify  a  support  person  who  will  provide  emotional  support 
through  the  testing  process  and  ideally,  in  an  ongoing  manner.  If  an  adult  is  not  available, 
the  agency  should  provide  a  trained  staff  person.  The  client  may  also  want  to  identify  a 
reliable  peer  for  additional  support.  It  is  important  to  find  out  whether  the  support  person 
is  someone  with  whom  the  adolescent  feels  safe.  It  is  not  enough  that  the  young  person 
is  able  to  talk  with  the  adult  support  person,  but  imperative  that  they  feel  safe. 
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Benefits  and  Risks  of  Testing  Adolescents  for  the  HIV  Antibody 


As  with  adults,  there  are  both  benefits  and  risks  for  being  tested  for  the  HIV  antibody. 
Risks  to  testing  may  be  complicated  by  the  cognitive  abilities  and  emotional  maturity  level 
of  the  adolescent  who  is  tested.  Developmental  characteristics  may  influence  adolescents' 
attitudes  about  whether  or  not  they  want  to  be  tested  and  may  affect  their  responses 
upon  learning  their  test  results,  whether  the  results  are  positive  or  negative.  Risks  to 
adolescents  with  seropositive  test  results  include  the  possibility  of  social  ostracism  and 
rejection  by  families  and  peers.  Adverse  psychological  effects  may  include  depression  and 
even  thoughts  and  attempts  of  suicide.  Seronegative  test  results  may  perpetuate  feelings 
of  denial  and  invulnerability  to  the  potential  risk  of  coming  in  contact  with  HIV. 

Benefits  of  antibody  testing  include: 

1 .  To  help  adolescents  know  their  antibody  status  so  that  they  understand  their  risk  of 
developing  AIDS  or  transmitting  the  virus; 

2.  To  alert  adolescents  to  symptoms  of  HIV  disease  and  to  refer  them  to  knowledgeable 
health  care  providers  for  complete  health  evaluation  and  detailed  medical  advice 
including  emerging  treatments  such  as  AZT  and  Aerosolized  Pentamidine. 

3.  To  motivate  behavior  change  or  risk-reduction  in  adolescents  who  continue  to  practice 
high-risk  behaviors  and  who  feel  that  a  positive  test  result  may  help  them  reduce  these 
behaviors,  or  reduce  their  chances  for  disease  progression; 

4.  To  help  adolescents  who  are  considering  pregnancy  or  fathering  a  child  to  make  a  well 
informed  decision; 

5.  To  help  young  women  at  high  risk  decide  whether  to  continue  pregnancy  and  whether 
to  breastfeed  her  baby; 

6.  To  support  a  medical  diagnosis  in  adolescents  who  exhibit  unexplained  symptoms  that 
their  health  care  providers  think  might  be  related  to  HIV  infection; 

7.  To  protect  the  donor  supply  (blood,  tissue,  organs,  semen)  from  youth  seeking  to  learn 
their  HIV  status  through  the  blood  banks; 

8.  To  reduce  anxiety  in  adolescents  who  are  at  low  risk  for  HIV  infection,  yet  who  are 
anxious  about  it; 

9.  To  reduce  anxiety  in  adolescents  who  are  at  high  risk,  knowledge  of  antibody  status 
can  be  a  powerful  positive  motivator; 
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Risks  of  HIV  antibody  testing  include: 


1.  A  false  sense  of  security  and  denial  if  the  test  proves  negative  (e.g.,  believing  one  is 
immune  to  infection  and  thus  continuing  with  risk  behaviors); 

2.  Severe  psychological  reactions,  including  anxiety,  nightmares,  sleep  disturbance, 
depression  and  suicidal  behavior; 

3.  Adverse  social  consequences,  which  may  include: 

a.  Denial  of  employment  or  job  loss; 

b.  Denial  or  loss  of  health  or  life  insurance; 

c.  Social  rejection,  including  rejection  by  loved  ones,  friends  and/or  co-workers; 

d.  Denial  or  loss  of  education; 

e.  Disruption  of  home  or  housing; 

f.  Possible  denial  of  personal  liberty; 

g.  Self  imposed  social  withdrawal; 

h.  Denial  of  placement  in  foster  care  or  other  treatment  setting; 

i.  Other  forms  of  discrimination; 

4.  Preoccupations  with  bodily  symptoms; 

5.  Disrupted  interpersonal  relations,  including  potential  for  rage  reactions  and  other 
extreme  manifestations  such  as  homicidal  behavior; 

6.  Isolation  and  alienation. 

7.  Seropositive  status  can  have  a  special  set  of  ramifications  for  youth  of  color.  People  of 
color  and  ethnic  minorities  get  much  of  their  support  from  each  other.  Therefore,  the 
risks  of  rejection,  ostracization,  increased  homophobia  and  stigmatization  can  be 
extremely  dire  for  youth  of  color.  Additionally,  alienation  and  isolation  from  the  majority 
culture  may  restrict  access  to  health  and  social  services. 


6 


TESTING  SITE  RECOMMENDATIONS  FOR  ADOLESCENTS 


1 .  It  is  recommended  that  adolescents  be  tested  in  a  site  where  ongoing  follow-up  medical 
and  mental  health  care  is  available,  and  one  where  adolescents  will  return  for  care.  An 
adolescent  is  more  likely  to  return  for  care  if  services  are  culturally  appropriate  and 
psychologically  acceptable  in  an  environment  that  develops  and  enhances  trust.  For 
example,  a  community  health  center,  adolescent  clinic  or  family  planning  clinic. 

2.  It  is  essential  that  adolescents  be  tested  at  places  where  they  can  have  a  consistent 
counselor  each  time  they  are  seen,  and  a  consistent  team  of  caregivers  including  a 
social  worker,  physician,  etc. 

3.  Adolescent  testing  sites  must  ensure  confidentiality.  They  must  be  physically  located 
and  publically  identified  in  a  manner  that  is  free  from  stigma.  In  other  words,  it  cannot 
be  obvious  to  the  public  which  clients  are  seeking  help  or  testing  for  HIV  concerns. 

4.  Although  adolescents  are  best  served  in  a  setting  that  permits  continuity  of  care,  they 
must  not  be  denied  access  to  anonymous  testing.  It  is  particularly  important  that 
counseling  appropriate  to  adolescent  psychosocial  concerns  be  available  at  these  sites 
along  with  referrals  for  ongoing  follow-up. 


RECOMMENDED  QUALIFICATIONS  FOR  INDIVIDUALS  PROVIDING  COUNSELING 

Any  individual  providing  pre-  and  post-test  HIV  antibody  counseling  to  adolescents  must 
posses  aJi  of  the  following  qualifications: 

•  An  understanding  of  the  issues  of  adolescent  physical,  cognitive  and  psychosocial 
development. 

•  Ability  to  complete  a  psychosocial  assessment  of  an  adolescent. 

•  Sensitivity  and  the  ability  to  develop  a  safe  environment  and  comfortable  rapport  with 
adolescents. 

•  Cultural  compatibility  and/or  sensitivity.  When  possible,  in  compliance  with  any  strong 
client  preferences,  for  example,  "I'd  feel  much  more  comfortable  speaking  with  a  black 
male." 

•  Knowledge  of  HIV  and  AIDS  issues. 

•  Knowledge  of  reliable  and  sound  referrals. 

•  This  counselor/provider  must  also  receive  ongoing  clinical  supervision  and  emotional 
support  for  working  with  HIV  and  adolescents. 

•  The  counselor/provider  must  be  available  to  provide  all  of  the  pre-  and  post-test 
counseling  sessions  as  outlined  in  this  document. 

•  Ideally,  this  individual  should  be  situated  at  a  site  that  provides  ongoing,  comprehensive 
medical  and  mental  health  care  to  adolescents. 
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COMMUNICATION  GUIDELINES 


Effective  communication  techniques  are  an  important  aspect  of  counseling  clients.  The 
following  are  general  communication  guidelines  for  counseling  adolescents  about  HIV  and 
AIDS: 

1     Acknowledge  and  affirm  the  client 

2.  Acknowledge  your  own  stress  and  be  aware  of  your  own  issues  and  biases.  This 
must  be  done  through  your  own  established  supervisory  and  peer  network,  riot  via 
the  adolescent. 

3.  Reassure  client  of  confidentiality  and  state  limitations  of  confidentiality. 

4.  Ask  open-ended  questions.  (Questions  that  can't  be  answered  with  a  "yes"  or 
"no.) 

5.  Use  active  listening  and  attentiveness. 

6.  Use  non-verbal  reinforcements,  for  example  nodding  the  head. 

7.  Attend  to  the  client's  non-verbal  cues. 

8.  Be  sensitive  to  gender,  and  cultural  differences  and  sexual  orientation. 

9.  Speak  about  sexual  behaviors  using  gender  neutral  terms. 

10.  Acknowledge  and  affirm  the  adolescent's  language  and  use  of  terms.  Speak  using 
terms  with  which  you  are  comfortable  and  that  the  adolescent  understands. 

1 1 .  Check  back  with  the  client  frequently  to  be  sure  that  s/he  understands  the 
information. 

1  2.    Provide  the  client  with  frequent  opportunities  to  ask-questions. 


ASSESSING  THE  DEVELOPMENTAL  LEVEL  OF  THE  ADOLESCENT 

Assessing  the  adolescent  client  through  visual  cues  is  also  an  important  aspect  of 
counseling.  Society  relates  to  adolescents,  in  part,  based  on  appearance.  Adolescents 
who  appear  older  than  they  actually  are  (because  of  physical  size,  mode  of  dress,  etc.), 
most  often  will  be  treated  accordingly.  Counselors  should  avoid  communicating  to  their 
clients  based  solely  on  appearance  and  in  a  manner  that  does  not  consider  whether  the 
client  possesses  the  cognitive  abilities  to  adequately  process  medical  information 
(Pawlowski,  1990).  In  a  counseling  session: 

1 .  Look  at  the  chronological  age  of  the  client; 

2.  Determine  how  old  they  look  by  using  visual  cues  (e.g.  height,  development, 
appearance  and  mode  of  dress). 

3.  If  counselor  is  uncertain  about  making  this  assessment,  they  should  seek  assistance 
and/or  training. 

The  greater  the  difference  between  the  actual  and  "visual  age"  will  be  a  good  determinant 
of  the  amo'int  of  the  youth's  psychosocial  pressures.  For  example,  a  youth  who  appears 
older  than  they  actually  are  may  often  be  thrust  into  the  activities  of  older  adolescents. 
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DECIDING  WHETHER  TO  BE  TESTED 


Before  implementing  the  counseling  protocols  which  follow,  a  counselor  must  be  assured 
that  the  adolescent  has  made  a  reasoned  decision  to  be  tested.  The  following  "Facilitated 
Decisionmaking  Model"  can  be  used  by  a  health  provider  or  youth  worker  to  help  a  young 
person  to  decide  whether  to  pursue  HIV  antibody  testing.  It  can  be  used  whether  testing 
was  initiated  by  an  adolescent  or  by  a  provider  who  begins  discussions  of  testing  based  on 
the  HIV  risk  assessment.  It  can  also  be  used  by  a  test  counselor  if  s/he  feels  an  adolescent 
has  not  sufficiently  considered  the  ramifications  of  being  tested. 

The  following  model  has  been  adapted  from  the  National  Institute  on  Drug  Abuse  AIDS 
High  Risk  Adolescent  Prevention  Project  (Westover,  1988). 

Facilitated  Decision  Making  Model 

Facilitated  decision  making  can  be  helpful  when  a  youth  begins  to  have  serious  concerns 
or  persisting  anxiety  about  whether  or  not  s/he  is  HIV  infected.  It  can  be  used  by  a  youth 
worker  who  may  be  the  first  person  the  teenager  approaches,  but  who  will  not  be  doing 
the  specific  pre-  and  post-test  counselling.  It  is  used  to  help  a  concerned  teenager  clarify 
his/her  concerns  and  desire  for  testing. 

Objectives  of  Facilitated  Decision  making 

There  are  6  objectives  to  keep  in  mind  when  supporting  a  youth  as  they  are  deciding 
whether  to  be  tested  for  HIV  infection.  These  6  objectives  are: 

1 .  To  determine  motivation  for  the  test: 

•  exposure  to  a  documented  HIV-infected  person  or  person  with  AIDS  through 
high-risk  behavior 

•  clear  symptoms  of  HIV  disease 

•  high-risk  behaviors  that  are  engaged  in  consistently  over  time 

2.  To  assess  whether  the  youth  is  emotionally  stable  enough  to  handle  a  possible 
positive  test  outcome,  and  even  the  testing  process  itself 

3.  To  verify  and  assess  the  strength  of  the  social  and  family  support  system  available 
to  the  adolescent 

4.  To  assure  that  three  test  conditions  could  be  met  if  the  youth  decided  to  test: 
voluntary,  informed,  confidential 

5.  To  support  immediate  risk  reduction 

6.  To  facilitate  a  clear  decision  by  the  youth 

Please  note:  the  above  statement  does  not  apply  to  the  JOB  CORPS,  the  MILITARY, 
FEDERAL  PRISONS,  or  IMMIGRATION  &  NATURALIZATION  SERVICE  where  mandatory 
testing  is  required,  even  for  persons  under  the  age  of  18. 
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The  "3  Plus"  Approach  To  Decision  Making 

The  "3  Plus"  approach  is  a  simple,  non-technical  way  of  facilitating  HIV  test  decision 
making  by  adolescents.  The  approach  does  not  discuss  technicalities  of  the  test  process, 
the  different  meaning  of  results,  nor  does  it  ask  the  youth  to  weigh  future  consequences, 
of,  for  example,  breaches  of  confidentiality.  These  issues  would  be  discussed  later  on,  in 
pretest  counseling  sessions,  if  the  youth  decided  to  move  ahead  with  an  initial  decision  to 
be  tested. 

The  "3  Plus"  approach 

•  is  exploratory  and  conversational  in  tone,  supporting  the  youth  to  clarify  his/her 
motives  for  the  test; 

•  occurs  over  time,  and  is  rarely  completed  in  one  encounter; 

•  minimizes  discussion  of  technical  information  on  testing  or  test  results; 

•  is  based  on  current  practice  of  counselors  working  with  high-risk  youth  in  AIDS 
epicenters;  and 

•  is  followed  by  formal  pretest  counseling  if  a  youth  decides  to  be  tested. 
Components  of  the  "3  Plus"  Approach 

In  the  "3  Plus"  approach  to  test  counseling,  the  counselor/health  care  provider  asks  the 
youth  three  basic  questions  and  (at  counselor's  option)  introduces  a  simple  role  play 
exercise  to  surface  underlying  feelings.  Three  questions  are: 

"Why  do  you  want  to  be  tested?" 

"Who  are  you  going  to  tell?" 

"What  are  you  going  to  do  when  you  get  the  results?" 

The  role  play  (which  could  be  called  "Your  results  have  come  in...,")  is  used  by  the 
counselor  at  any  time  it  seems  useful.  The  role  play: 

•  asks  the  youth  to  imagine  what  his/her  response  will  be  at  the  point  of  hearing  the 
test  result 

•  has  the  counselor/provider  play  the  test  site  clinician  who  delivers  the  result 

•  acts  out  receiving  both  positive  and  negative  results,  so  that  the  youth  can  explore 
reactions  to  both  outcomes 

The  role  play  can  be  used  whenever  a  counselor/provider  is  unclear  of  the  youth's 
underlying  motives  for  getting  the  test  or  about  possible  reactions  that  might  occur.  The 
short  role  play,  used  in  impromptu  fashion  in  the  middle  of  a  counseling  session  or 
discussion,  may  reveal  the  youth's  motives  or  break  through  denial  more  effectively  than 
simply  talking  about  the  feelings  or  motives. 

For  some  youth  the  counselor  may  find  that  doing  a  role  play  will  seem  silly,  embarrassing 
or  humiliating  to  the  teenager.  In  these  cases  the  counselor  must  explain  why  such  an 
approach  is  being  taken.  The  counselor  should  explain  that  this  is  not  being  done  to  make 
them  feel  "little"  or  embarrassed,  but  rather  to  help  them  get  clearer  about  their  decision. 
Often  these  teenagers  will  need  more  privacy  and  more  physical  space  (perhaps  even 
having  the  counselor  turn  her/his  back)  to  be  able  to  gain  the  benefits  of  the  role  play. 
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COUNSELING  PROTOCOLS  FOR  ADOLESCENT  HIV  TESTING 


It  is  strongly  recommended  that  at  least  two  pre-test  counseling  sessions  take  place  before 
blood  is  drawn.  The  counseling  model  outlined  below  recommends  two  pre-test  and  three 
post-test  counseling  sessions.  The  exact  number  of  sessions  may  vary  depending  on  the 
individual  adolescent  and  his  or  her  situation.  It  is  recognized  that  some  youth  may  not 
return  for  multiple  sessions.  While  this  means  that  some  high-risk  youth  may  delay 
testing,  the  urgency  of  testing  asymptomatic  adolescents  is  less  important  than  adequate 
preparation. 

It  is  also  important  that  each  agency  inform  its  counselors  as  to  how  much  information 
they  are  required  to  document  in  writing.  Some  agencies  may  choose  to  keep  a  separate 
file  containing  mental  health  records  to  help  ensure  confidentiality.  Agencies  should 
consider  what  they  are  legally  mandated  to  reveal,  who  has  access  to  their  medical 
records  and  how  much  information  must  be  revealed  when  a  request  is  made  to  see  the 
records. 

As  with  adults,  testing  of  adolescents  for  the  HIV  antibody  should  only  be  done  along  with 
counseling  and  education.  Addressing  the  adolescent's  primary  psychosocial  concerns 
(e.g.  drug  use,  homelessness)  and  providing  education  about  HIV  and  AIDS  should  be  the 
counselor's  primary  goals.  Testing  should  not  be  stressed  unless  it  is  determined  that  the 
adolescent  is  at  high  risk  for  HIV  infection,  that  the  adolescent  is  capable  of  appropriately 
handling  a  positive  or  negative  test  result,  and  that  the  counselor  can  guarantee  that 
mechanisms  of  referral  and  access  to  resources  are  in  place  for  the  adolescent  client. 

The  counselor  should  follow  a  list  of  guidelines  when  counseling  the  adolescent.  The 
counselor  can  follow  the  checklist  and  sign  off  that  the  guidelines  were  followed  and  key 
areas  addressed.  See  Appendix  A. 

SUMMARY  OF  COUNSELING  PROTOCOLS  FOR  ADOLESCENTS 

Session  1:  Pre-test  Counseling 

•  Explain  multi-session  model  to  client; 

•  Ensure  that  client  knows  results  will  not  be  available  until  session  4 

•  Take  a  psychosocial  history 

•  Assess  risk  for  HIV  infection 

•  Review  risk  reduction  guidelines 

•  Describe  voluntary  nature  of  the  test 

•  Explain  risks  and  benefits  of  testing 

•  Explain  meaning  of  the  HIV  antibody  test 

•  Help  client  identify  an  adult  support  person 

Session  2:  Pre-test  Counseling 

•  Review  HIV  test  information 

•  Continue  discussion  of  risk  assessment 

•  Ask  client  to  repeat  information 

•  Inquire  about  adult  support  person  and  assess  adequacy  of  support.  If  no  such  person 
is  available,  the  agency  should  provide  one. 

•  Obtain  written,  informed,  consent 

•  Draw  blood  for  antibody  test 

•  Discuss  importance  of  follow-up 

1 1 


Session  3:  Post-test  Counseling:  One  week  after  test,  results  not  known 

This  visit  is  optional,  but  strongly  recommended  for  clients  with  limited  support  systems. 
The  counselor  must  be  clear  from  the  outset  that  results  will  not  be  available  at  this 
session.  If  this  is  not  done  it  is  likely  that  the  youth,  especially  disenfranchised  youth 
and/or  youth  of  color,  may  feel  manipulated  and  lose  all  trust  in  the  counselor.  The 
purpose  of  this  session  is  for  the  client  to  express  concerns  or  anxieties  s/he  may  be 
experiencing  while  waiting  for  the  test  results. 

Session  4:  Post-test  Counseling 

•  Give  results 

•  Give  immediate  emotional  support 

•  Assess  client  needs  for  further  mental  health  and  medical  follow-up  and  take  steps  to 
ensure  client  gets  needed  services 

•  Reinforce  risk  reduction  information 

•  Introduce  client  to  ongoing  case  manager 

Session  5:  Post-test  Counseling 

•  Continue  risk  reduction  counseling 

•  Meet  with  client  and  case  manager. 

•  If  follow-up  services  are  not  available  on  site,  counselor  must  arrange  for  client  to  be 
physically  accompanied  to  first  follow-up  visit. 


IDENTIFICATION  OF  CRITICAL  COUNSELING  SESSIONS 


The  most  likely  points  along  this  process  to  lose  adolescent  clients  will  be  sessions  #2,  #3, 
or  right  after  #4.  In  mental  health  and  general  health  care  it  is  not  uncommon  to  be  given 
only  one  or  two  opportunities  with  a  client  before  ambivalence  gets  too  high  or  the  client 
feels  that  the  offered  service  is  not  meeting  their  needs. 

This  may  be  particularly  true  for  youth  of  color  if  the  agency  and  staff  offering  services  are 
mainly  white  and  Anglo.  Gay  and  lesbian  youth  may  not  return  if  they  feel  that  their 
sexual  orientation  is  not  accepted  and  affirmed.  Disenfranchised  street  and  other  youth 
who  have  been  repeatedly  betrayed  and  abandoned  by  their  families  and  by  the  social 
service  system  may  have  trouble  forming  a  trusting,  ongoing  relationship  with  a  counselor. 

In  order  to  maintain  the  integrity  of  this  model  there  is  a  minimum  standard  that  must  be 
met.  Although  the  goal  is  to  have  the  client  attend  all  sessions,  it  is  important  that  the 
counselor  covers  all  of  the  most  important  topics  in  sessions  #1  and  #4.  These  topics  are 
the  psychosocial  assessment,  an  assessment  of  whether  the  adolescent  is  adequately 
prepared  to  handle  a  possible  positive  test  result,  basic  risk  reduction  information, 
important  referrals,  and  the  process  of  obtaining  written,  informed  consent.  If  these  topics 
cannot  be  adequately  covered,  testing  should  not  proceed. 
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SESSION  1:  PRE-TEST  COUNSELING.  INITIAL  VISIT 


If  certain  serious  problems  are  presented  by  the  adolescent  during  the  course  of  the 
pre-test  counseling  sessions,  such  as  current  physical  and/or  sexual  abuse,  alcohol  and/or 
drug  addiction,  homelessness,  or  suicidal  ideation,  the  counselor  should  focus  on  assisting 
with  these  issues  before  proceeding  with  HIV  counseling.  The  adolescent  should  be  linked 
with  the  appropriate  resources.  In  Massachusetts,  a  51 -A  report  of  suspected  abuse  must 
be  filed  with  the  Department  of  Social  Services  if  an  adolescent  discloses  current  sexual  or 
physical  abuse. 

If  an  adolescent  discloses  past  abuse  for  the  first  time,  it  is  crucial  for  the  counselor  to 
support  the  adolescent's  decision  to  disclose,  to  validate  their  feelings,  and  to  see  that 
they  are  referred  for  ongoing  treatment. 

Adolescents  with  histories  of  abuse  may  require  years  of  safety  and  support  to  heal  from 
the  trauma.  The  pre-test  counseling  session  is  not  the  time  to  initiate  an  indepth 
exploration  of  the  adolescent's  feelings  associated  with  the  abuse.  Rather,  the  counselor 
should  help  to  make  the  adolescent  feel  safe  and  assess  whether  the  adolescent  needs  a 
referral  for  treatment  prior  to  or  in  conjunction  with  HIV  antibody  testing. 

In  addition,  HIV  antibody  testing  is  not  recommended  as  part  of  a  routine  evaluation 
following  sexual  assault/sexual  abuse.  Adolescents  seeking  testing  following  sexual 
assault  should  be  encouraged  to  first  seek  counseling  to  help  them  cope  with  the  assault. 
In  these  cases,  as  stated  above,  antibody  testing  can  be  postponed  until  a  time  when  the 
adolescent  is  emotionally  stable. 


I.  Introduction 

A.  Introduce  yourself 

B.  Explain  multisession  approach 

C.  Discuss  confidentiality,  consent,  who  will  have  access  to  the  test  results,  and 
record  keeping  procedures  and  safeguards.  Minors  also  have  the  right  to 
anonymous  testing,  (see  page  4  for  a  discussion  of  these  issues.) 

D.  Discuss  reasons  for  coming 

1 .  Does  the  youth  want  the  test?  Is  there  pressure  to  test  from  an  outside 
individual  (parent,  significant  other,  agency/institution)?  What  role  did 
someone  else  play  in  client's  decision  to  be  tested?  Explore  the  role 

if  any,  of  peers,  family,  and  others. 

2.  When  does  client  believe  s/he  was  exposed?"  Clarify  what  constitutes  an 
exposure. 

3.  Has  client  been  tested  before? 
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//.    Psychosocial  Assessment 


A.  Personal  History 
Family  structure 
Living  arrangements 
Significant  relationships 
Socio-economic  background 
Means  of  support 
Primary  language 

Country  of  origin/immigration  status  (if  undocumented,  consider  anon,  test) 
Family  member  with  HIV  or  AIDS 

B.  Education 
Current  status 

C.  Employment 

History  and  current  status 
Use  of  time 
Welfare  eligibility 
Health  insurance 

D.  Drug  and  Alcohol  History 
Current  use/risk  factors 
Primary  drug  of  choice 

E.  Health 

1 .  Physical 
Hospitalizations 
Medication 

Pregnancy/abortion  history  and  current  status 

2.  Mental 

History  of  abuse:  physical,  emotional,  sexual 

Past  and/or  current  experience  with  counseling 

Sleep  and  eating  patterns 

History  of  suicide  attempts  or  ideation 

Places  and  people  with  whom  the  adolescent  feels  safe 

3.  Sexual 

Sexual  activity  (same  and/or  opposite  gender) 

Numbers  of  partners 

Specific  activities  related  to  HIV  risk 

F.  Support  Network 
Peer  group 

People  with  whom  adolescent  feels  safe 

Trusted  adults 

Relationship  with  family 

Sexual  partners 

Friendships 

How  do  you  think  your  family/peers  would  react  if  they  knew  you  were  here? 

G.  System  Involvement 

Involvement  with  social  agencies  (client  or  family) 
Involvement  with  courts 
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HIV  Risk  Assessment  and  Risk  Reduction 


A.  HIV  is  a  blood  borne  virus 

1.  Transmission  of  HIV  requires  blood  to  blood,  semen  to  blood,  vaginal 
secretions  to  blood,  or  menstrual  blood  to  blood  contact.  The  virus  must 
enter  the  bloodstream  for  infection  to  occur. 

2.  HIV  is  transmitted  sexually  or  by  sharing  needles/works. 

B.  Needle  Sharing 

1.  Needle  or  works  shared  for  IV,  intra  muscular,  skin  popping,  ear  piercing, 
tattooing. 


2.  For  clients  with  a  history  of  drug  use/abuse: 

•  Has  client  shared  works  or  needles  since  1978? 

•  If  yes,  for  how  long? 

•  When  was  the  last  time  client  shared  works  or  needles? 

•  Discuss  not  using  drugs-treatment  options 

•  If  must  use  needle:  use  own  set  of  works 

•  If  works  shared,  clean  with  bleach  and  water  three  times  each;  clean  after 
each  use  or  before  using  other's  works 


C.  Sexual  Behaviors 

**  For  many  youth,  especially  youth  of  color,  homophobia  can  be  very  much  an 
issue  during  any  discussions  about  HIV  or  sexual  activity.  It  is  critical  \o  talk 
about  the  following  list  of  behaviors  in  a  very  sensitive  and  anxiety  reducing 
manner. 

For  example,  the  counselor  might  say,  "I  am  about  to  ask  you  some  questions 
that  may  sound  unusual  or  strange,  but  I  ask  them  to  everyone  I  see  in  my  office. 
I  will  be  discussing  with  you  a  range  of  sexual  behaviors  and  will  not  judge  you 
based  on  anything  you  tell  me." 


1 .  Discuss  the  last  time  client  engaged  in  any  of  the  following  behaviors: 


For  young  men: 
Penis  into  (your)  rectum 
(your)  Penis  into  vagina 
(your)  Penis  into  rectum 
(your)  Penis  into  mouth 
(your)  Mouth  on  penis 
(your)  Mouth  on  vagina 
(your)  Mouth  on  rectum 


Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 


For  young  women: 
Penis  into  (your)  rectum 
Penis  into  (your)  vagina 
(your)  Mouth  on  penis 
(your)  Mouth  on  vagina 
(your)  Mouth  on  rectum 


Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 
Protection/barriers  used? 


2.  Discuss  last  possible  exposure  to  HIV 

3.  Does  client  use  condoms/barriers  with  partners? 

4.  Has  client  had  any  sexually  transmitted  diseases  in  the  past  five  years? 

5.  Has  client  had  a  skin  test  or  chest  X-ray  for  tuberculosis? 

6.  Discuss  proper  use  of  latex  condoms  and  dental  dams/barriers. 
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HIV  Antibody  Test  Information 

A.  Explain  what  the  test  will  and  will  not  indicate 

1 .  This  is  a  test  for  antibodies,  not  a  test  for  AIDS.  Explain  in  clear  terms 
definition  of  antibodies:  the  body's  reaction  to  exposure  to  a  virus. 

2.  This  test  can  be  inaccurate  for  3  months  from  the  time  of  exposure,     prior  to 
the  test.  It  takes  an  average  of  6-8  weeks,  and  up  to  3-6  months  after 
infection  for  antibodies  to  show  up  on  the  test. 

B.  Explain  the  meaning  of  test  results 

1 .  Negative: 

The  client  is  negative;  no  antibodies  were  found.  It  could  also  be  that 
antibodies  have  not  been  produced  yet.  This  is  very  rare  if  the  client  has  not 
engaged  in  any  risk  behaviors  for  3-6  months.  This  information  may, 
however,  produce  a  lot  of  anxiety  for  the  client  and  mental  health  referrals 
may  be  necessary. 

2.  Positive: 

The  client  is  infected  with  HIV. 

The  client  can  transmit  the  virus  to  others. 

3.  Indeterminent: 

The  test  result  is  uncertain.  The  client  should  submit  another  blood  specimen 
for  testing. 

4.  Errors  in  tests  do  sometimes  occur. 

C.  Risks  and  Benefits  of  Testing  (see  page  5) 

D.  Assess  Impact  of  Potential  Test  Results 

1 .  Client  expectations 

2.  Imagined  response  to  a  positive  result 

3.  Imagined  response  to  a  negative  result 

4.  Anticipated  life  changes  as  result  of  a  positive  or  negative  test 

5.  Plans  to  tell  others/plans  for  support 

Stress  possible  implications  of  test  result  disclosure. 

Identification  of  Parental  or  Adult  Support 

A.  The  adolescent  identifies  a  support  person  who  will  provide  emotional  support 
through  the  testing  process  and  ideally,  in  an  ongoing  manner.  If  an  adult  is  not 
available,  the  agency  should  provide  a  trained  staff  person.  The  client  may  also 
want  to  identify  a  reliable  peer  for  additional  support.  It  is  important  to  find  out 
whether  the  support  person  is  someone  with  whom  the  adolescent  feels  safe. 

It  is  not  enough  that  the  young  person  is  able  to  talk  with  the  adult  support 
person,  but  imperative  that  they  feel  safe. 
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B.  In  addition: 

1 .  The  support  person  should  be  available  before  the  test,  but  must  be  available 
after  the  test; 

2.  Although  the  support  person  can  be  present  during  counseling,  there  will  be 
guaranteed  time  for  the  counselor  and  client  to  talk  alone; 

3.  The  counselor  may  want  to  meet  with  the  support  person  alone  at  some  point 
during  the  process.  Clearly  state  to  the  adolescent  what  will  and  will  not  be 
discussed  and  explain  the  purpose  of  the  solo  meeting  to  prevent  increase  in 
suspicion  and  distrust; 

4.  Establish  whether  there  is  anything  that  the  client  does  not  want  the  adult 
support  person  to  know  before  the  counselor  meets  with  them; 

5.  The  counselor  should  assess,  in  general,  the  extent  to  which  the  adolescent  is 
connected  to  people  and  systems  and  the  extent  to  which  s/he  is 
disenfranchised. 


Acknowledge  to  the  client  that  this  will  be  a  time  of  heightened  anxiety  for 
them.  Give  them  a  number  where  you  can  be  reached  at  work  and  the  best 
times  to  call.  Provide  an  appropriate  after-hours  hotline  number  where  they 
can  also  call  for  emotional  support. 

Teenagers  who  may  feel  alienated  or  isolated  may  be  less  likely  to  use  a 
hotline  where  they  don't  have  an  established  connection.  This  may  also  be 
true  for  youth  of  color  and/or  for  gay  and  lesbian  youth  if  the  hotline  has 
not  demonstrated  sensitivity  to  gay  and  lesbian  issues  or  to  communities  of 
color.  In  these  cases  the  counselor  can  try  to  handle  this  by  "endorsing" 
the  hotline.  In  other  words  the  counselor  can  build  on  the  original  trust 
created  between  her/himself  and  the  client  by  extending  it  to  the  endorsed 
hotline  or  crisis  telephone.  In  some  cases  the  counselor  may  need  to  make 
arrangements  with  the  hotline  that  if  "Jane  Doe"  calls,  to  have  the  hotline 
call  the  counselor  at  home. 
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SESSION  2:  PRE-TEST  COUNSELING,  CONTINUATION  OF  ASSESSMENT 


This  is  a  continuation  of  session  one.  It  is  designed  to  build  in  more  time  for  the 
adolescent  to  consider  the  decision  to  test.  It  also  provides  time  for  the  counselor  to 
further  assess  the  emotional  stability  of  the  client,  the  strength  of  his/her  social  and  family 
support  system,  and  to  help  identify  additional  support  as  needed  to  deal  with  the 
possibility  of  HIV  infection. 

1 .  Review  of  HIV  test  information 

2.  Continue  discussion  of  risk  assessment 

3.  Repeat  of  information  by  client  to  counselor  (verifies  understanding) 

4.  Check-in  with  client  as  to  whether  s/he  has  talked  with  their  identified  support  person. 
If  no  adequate  support  person  is  available,  the  agency  should  provide  one;  introduce 
support  person  at  this  time. 

5.  Obtain  written,  informed  consent. 
Consent  must  include: 

•  Specification  of  what  information  will  be  disclosed  in  the  medical  record 

•  Identification  of  who  will  have  access  to  the  information,  including  the  test  result 

•  Identification  of  post-test  counseling  and  follow-up  to  interpret  the  test  and  results, 
and  to  identify  medical  and  support  resources 

6.  Draw  blood  for  antibody  test 

SESSION  3:  POST-TEST  COUNSELING,  CHECK-IN  SESSION 

This  visit  is  a  check-in  session.  It  is  designed  to  offer  support  and  answer  questions  and 
verify  that  an  adult  support  person  has  been  established. 

It  is  strongly  recommended  that  each  adolescent  client  bring  a  support  person  with  them 
to  the  post-test  counseling  sessions,  especially  the  session  in  which  they  receive  their 
result,  (#4). 

1 .  Remind  client  that  you  do  not  have  their  test  result. 

2.  Assess  the  client's  emotional  status 

How  has  the  client  been  feeling  since  having  her/his  blood  drawn? 

3.  Assess  client's  support  system 
Who  knows  client  has  been  tested? 

What  was  reaction  when  clinet  told  them  s/he  had  been  tested? 

Have  others  been  supportive,  not  supportive,  ambivalent,  upset,  fearful  etc. 

4.  Review  risk  reduction  guidelines  with  client 

5.  Remind  client  that  s/he  is  under  no  obligation  to  get  the  test  result.  S/he  should  only 
get  the  information  when  s/he  feels  ready.  Allow  client  to  ask  any  leftover  questions. 

6.  Remind  client  to  bring  their  support  person  to  next  session  where  results  will  be  given. 
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SESSION  4:  POST-TEST  COUNSELING,  RESULTS  GIVEN 


This  section  applies  to  clients  who  have  a  POSITIVE  TEST  RESULT 

1 .  Acknowledge  that  you  do  have  the  test  results  with  you. 

2.  Assess  the  client's  current  emotional  status. 
How  does  client  feel  right  now? 

How  has  s/he  been  since  you  last  saw  her/him? 

•  Important:  If  client  did  not  come  to  last  session,  it  is  imperative  to  discuss  why. 
To  whom  has  client  spoken  since  you  last  talked?  What  was  their  reaction? 

3.  Review  the  meaning  of  a  positive  and  negative  test  and  have  client  repeat  information. 

4.  Check  if  there  anything  else  the  client  wants  to  know  before  getting  the  test  results 

5.  Give  the  test  result,  in  this  case  it  will  be  positive. 

Positive  test  result  should  only  be  disclosed  to  a  client  after  it  has  been  confirmed  by 
two  repeated  ELISAs  and  the  Western  Blot  test.  Never  give  out  a  positive  test  result 
unless  it  has  been  confirmed. 

6.  Assess  the  client's  support  system  again.  Remind  client  of  individuals  they  have 
previously  identified  for  support. 

7.  Assess  for  risk  of  suicide.  A  discussion  of  suicide  is  located  in  Appendix  B.  (The 
pressures  on  gay  and  lesbian  youth  often  predispose  them  to  suicidal  ideation.)  If  you 
determine  that  the  client  is  at  risk  for  suicide,  then: 

•  Stay  with  client 

•  Keep  talking  with  her/him 

•  You  may  need  to  consider  hospitalization 

•  Plug  into  your  referral  network;  the  emergency  room  is  always  a  possible  last  resort 
If  you  believe  the  client  is  not  at  risk  for  suicide,  then  continue  to  the  next  step. 

8.  Review  again  the  meaning  of  a  positive  test  result:  emphasize  that  it  is  not  a  death 
sentence,  and  that  the  client  does  not  have  AIDS. 

9.  Develop  a  Treatment  Plan  with  the  client 

•  Explain  the  need  for  medical  and  mental  health  follow-up,  and  that  it  is  important  to 
begin  the  follow-up  as  soon  as  possible. 

•  Follow-up  should  include  pregnancy  testing  if  pregnancy  is  a  possibility. 

•  Assign  an  interdisciplinary  team.  If  possible  make  the  first  appointment  for  the  client 
before  s/he  leaves  your  office: 

•  MD  for  medical  care 

•  Social  Worker/Therapist  for  mental  health  care 

•  Dentist  for  dental  care 

•  Legal  and  advocacy  referral 

•  Make  an  appointment  to  see  the  client  again  within  a  week.  Let  the  client  know  that 
s/he  can  call  you  and  the  hotline;  ask  if  the  client  would  like  you  to  contact  her/him 
to  see  how  s/he  is  doing. 

10.  Review  safer  sex  guidelines  and  give  written  materials  that  client  can  read  later. 
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SESSION  4:  POST-TEST  COUNSELING,  RESULTS  GIVEN 


This  section  applies  to  clients  who  have  a  NEGATIVE  TEST  RESULT 

1.  Follow  protocols  1-4  as  stated  above 

2.  Give  test  result;  in  this  case  it  will  be  negative. 

3.  Review  HIV  risk  behaviors  with  client. 

Discuss  behavior(s)  client  is  willing/able  to  change. 
What  changes  can  client  agree  to  make  in  the  short  term? 
What  changes  can  client  agree  to  make  in  the  long  term? 

4.  Assess  for  risk  of  suicide 

Sometimes  client  will  feel  extremely  guilty  when  they  test  negative  if  a  partner  has 
tested  positive.  This  can  lead  to  increased  anxiety  and  suicidal  thoughts. 

5.  Assess  client's  support  system 

6.  Review  safer  sex/risk  reduction  guidelines  with  the  client  in  detail. 

7.  Develop  a  treatment  plan  based  on  the  psychosocial  assessment  of  the  client  and  their 
level  of  risk. 

•  Every  client  should  be  referred  for  medical  check-up  if  haven't  had  one  in  a  year  or 
more. 

•  Some  clients  will  need  a  mental  health  referral  as  well. 

•  A  follow-up  visit  can  be  scheduled  with  counselor  in  a  week  for  more  risk  reduction 
counseling  if  client  is  interested.  A  follow-up  call  is  also  a  possibility  if  client  feels 
counselor  can  be  of  any  help  or  assistance  to  them. 


SESSION  5:  POST-TEST  COUNSELING,  FOLLOW-UP  SESSION 

This  session  is  designed  to  provide  case  management  or  continued  risk  reduction 
counseling,  depending  on  the  test  result  and  the  individual  needs  of  the  client. 
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APPENDIX  A:  COUNSELOR  CHECK  LIST 


Session  1:  Pre-test  Counseling 

Explain  multi-session  model  to  client 

Ensure  that  client  knows  results  will  not  be  available  until  session  #4 

Discuss  confidentiality,  consent,  who  will  have  access  to  results 

Describe  voluntary  nature  of  the  test 

Take  a  psychosocial  history 

Assess  risk  for  HIV  infection 

Review  risk  reduction  guidelines 

Explain  meaning  of  the  HIV  antibody  test 

Explain  risks  and  benefits  of  testing 

Help  client  identify  an  adult  support  person 

Session  2:  Pre-test  Counseling 

Review  HIV  test  information 
Continue  discussion  of  risk  assessment 
  Ask  client  to  repeat  information 

  Inquire  about  adult  support  person  and  assess  adequacy  of  support.  If  no  such 

person  is  available,  the  agency  should  provide  one. 

Obtain  written,  informed  consent 
  Draw  blood  for  antibody  test 

Discuss  importance  of  follow-up 

Provide  hotline  numbers  and  other  emergency  resources 

Session  3:  Post-test  Counseling:  One  week  after  test  results  not  known 

This  visit  is  optional,  but  strongly  recommended  for  clients  with  limited  support  systems. 

At  this  time,  they  can  talk  about  any  concerns  while  waiting  for  results. 

  Remind  client  that  you  do  not  have  their  test  result 

  Assess  the  client's  emotional  status 

Assess  the  client's  support  system 
Review  risk  reduction  guidelines 

  Remind  client  that  s/he  is  under  no  obligation  to  get  the  test  result 

Answer  leftover  questions 
  Remind  client  to  bring  adult  support  person  next  session  where  results  will  be  given 

Session  4:  Post-test  Counseling 

  Acknowledge  that  you  have  the  test  results 

  Assess  client's  current  emotional  status 

  Review  meaning  of  positive  and  negative  test 

  Give  results 

  Give  immediate  emotional  support  and  remind  client  of  individuals  they  have 

previously  identified  for  support,  including  adult  support  person  who  is  with  them. 

  Assess  for  risk  of  suicide  and  take  steps  to  keep  client  safe  if  s/he  is  suicidal 

  Assess  client  needs  for  further  mental  health  and  medical  follow-up 

  Take  steps  to  ensure  client  gets  needed  services  and  referrals 

  Reinforce  risk  reduction  information 

  Introduce  client  to  ongoing  case  manager 

Session  5:  Post-test  Counseling 

  Continue  risk  reduction  counseling 

  If  follow-up  services  are  not  available  on  site,  counselor  must  arrange  for  client  to 

be  physically  accompanied  to  first  follow-up  visit. 
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APPENDIX  B:  HELPING  THE  SUICIDAL  YOUTH 


The  goals  of  crisis  intervention  with  a  suicidal  youth  are  to: 

1 .  get  the  person  through  the  suicidal  crisis  without  their  hurting  themselves 

2.  convey  a  sense  of  hope  that  their  situation  can  improve 

3.  increase  their  perception  of  alternative  ways  of  dealing  with  the  problem 

4.  identify  and  mobilize  resources  that  can  help  the  person  with  their  situation. 

Step  1:  Assess  the  suicidal  risk  factors  utilizing  all  sources  of  information  available  to  you. 

Do  not  be  afraid  to  ask  directly  if  the  person  has  entertained  thoughts  of  suicide. 
Experiences  show  that  harm  is  rarely  done  by  inquiring  into  such  thoughts  at  an 
appropriate  time.  In  fact,  the  suicidal  individual  often  welcomes  the  query  and  the 
opportunity  to  open  up  and  discuss  it.  Remember,  the  more  detailed  and  individual's 
thoughts  and  plans,  the  more  serious  the  suicidal  possibility.  However,  all  suicidal 
thoughts  should  be  taken  seriously. 

Step  2:  Listen. 

The  most  important  thing  for  a  person  in  distress  is  someone  who  will  listen  and  really 
hear  what  s/he  is  saying.  Be  empathetic  and  interested. 

Step  3:  Evaluate  the  seriousness  of  the  youth's  thoughts  and  feelings. 

It  is  possible  for  a  young  person  to  be  extremely  upset  but  not  suicidal  or  to  appear  mildly 
upset  and  yet  be  suicidal.  Try  to  understand  where  the  person  is  at  in  all  areas  of  her/his 
life  and  the  meaning  attached  to  these. 

Step  4:  Take  every  complaint  and  feeling  the  youth  expresses  seriously. 

Do  not  dismiss  or  discount  the  young  person's  concerns.  Let  her/him  know  that  you 
understand  her/his  perspective  but  that  you  may  also  be  able  to  see  things  in  another  way. 

Step  5:  Broaden  the  young  person's  perspective  of  their  past  and  present  situation. 

Point  out  that  depression  often  causes  people  to  see  only  some  things  (often  negative)  and 
to  be  temporarily  unable  to  see  other  things  (often  positive).  Elicit  positive  aspects  of  the 
person's  past  and  present  which  are  being  ignored  but  which  could  be  regained. 

Step  6:  Be  positive  in  your  outlook  of  the  future. 

Being  HIV  positive  is  not  a  death  sentence.  The  young  person's  predictions  of  a  hopeless 
future  are  not  necessarily  true.  Contrast  the  finality  of  death  with  the 
uncertainty/possibility  which  the  future  holds. ..new  life-prolonging  treatments,  a  cure  for 
HIV  infection,  connecting  with  other  HIV  +  young  people.  Speculate  how  the  youth's  life 
would  be  different  if  some  changes  were  made  and  more  support  was  available. 

Step  7:  Help  the  young  person  increase  know/edge  of  suicide  alternatives. 

Look  at  what  the  youth  hopes  to  accomplish  by  suicide  and  generate  alternative  ways  of 
reaching  the  same  goals.  Suicidal  persons  have  often  prematurely  ruled  out  perfectly 
viable  options  or  have  generated  only  one  or  two  solutions  to  a  problem  before  giving  up 
hope. 
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Step  8:  Act  specifically 

Help  the  person  begin  to  make  some  concrete  plans,  in  small  steps,  that  will  begin  to  help 
he/him  feel  less  agitated,  more  supported.  You  cannot  take  away  a  positive  test  result, 
but  you  can  help  a  young  person  make  it  through  the  initial  crisis  period.  Give  the 
youngster  something  definite  to  hang  onto.  Just  setting  up  the  next  meeting  time  with 
you,  in  itself,  is  a  helpful  concrete  step. 

Step  9:  Do  not  hesitate  asking  for  assistance  or  making  a  referral. 

Call  upon  whomever  is  needed  depending  upon  the  severity  of  the  situation.  Do  not  try  to 
handle  everything  alone.  Convey  an  attitude  of  firmness  and  self-assurance  so  that  the 
person  will  feel  that  you  know  what  you  are  doing  and  that  whatever  is  necessary  and 
appropriate  will  be  done  to  help  the  young  person  and  prevent  him  from  taking  his  life. 

Additional  preventive  techniques  for  dealing  with  the  person  in  a  suicidal  crisis  may 
include: 

•  Build  trust.  Don't  lie  or  make  false  reassurances. 

•  Don't  buy  instant  recoveries  or  reassurances  that  the  crisis  is  over  after  only  one 
session.  Some  individuals  who  are  acutely  suicidal  will  do  this  to  test  your  level  of 
interest  and  concern. 

•  If  you  believe  the  young  person  is  acutely  suicidal  and  is  refusing  voluntary  help,  you 
may  have  to  consider  notifying  a  relative  or  guardian  and  perhaps  even  initiating  an 
involuntary  commitment  procedure. 

•  Avoid  philosophical  discussions  about  suicide  and  the  "right-to-die"--they  can't  be 
won.  Rather  point  out  that  there  is  nothing  to  be  lost  by  trying  to  minimize  the  pain 
of  the  situation  with  your  help  and  the  help  of  others  since  suicide  is  an  option  that 
will  still  be  available  later.  But,  if  the  choice  is  made  to  die,  that  decision  can  never 
be  reversed. 

•  Give  reassurance  that  the  depression  and  feelings  of  being  overwhelmed  are 
common  for  people  who  have  just  tested  HIV  +  .  These  feelings  will  lessen  with  time 
as  the  young  person  is  able  to  adjust  to  the  diagnosis  and  make  connections  with 
other  HIV  +  people  for  support. 

•  Never  challenge  a  suicidal  individual  to  commit  the  act  in  an  attempt  to  shock 
her/him  out  or  it;  the  person  is  likely  to  accept  the  challenge. 

•  Arrange  for  a  receptive  individual,  possibly  the  adult  support  person,  to  stay  with  the 
youth  during  the  acute  crisis.  Do  not  leave  the  youth  isolated  or  unobserved  for  any 
appreciable  length  of  time  if  s/he  is  acutely  distressed. 

These  procedures  can  help  restore  feelings  of  personal  worth  and  a  sense  of  hopefulness 
for  the  HIV+  youth.  If  the  young  person  can  be  convinced  that  her/his  distress  about  the 
situation  has  been  accurately  heard,  and  that  s/he  need  not  feel  alone,  then  an  episode  of 
suicidal  crisis  can  be  successfully  resolved  and  the  youth  will  be  strengthened  for  meeting 
the  challenge  of  living  with  HIV  in  the  future. 


This  piece  was  written  by  Leah  Camhi  in  1985,  and  adapted  for  use  in  this  guide.  For 
more  information  Ms.  Camhi  can  be  reached  at  (617)  492-0518. 
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APPENDIX  C:  AIDS  INFORMATION  LINES  IN  MASSACHUSETTS 


AIDS  Action  Line 

1-800-235-2331;  (617)  536-7733  within  the  Boston  Area 
Monday-Friday  9am-9pm;  Saturday  10am-4pm;  Sunday  12pm-4pm 

AIDS  Hotline,  City  of  Boston 

(617)  424-5916 

Monday- Friday  8:30am-4:30pm 

AIDS  Hotline 

Somerville  Portuguese-American  League  (SPAL) 
1-800-232-SPAL 

Monday-Saturday  9am-5pm  (recorded  message  after  hours,  Portuguese  available) 

Boston  Alliance  of  Gay  and  Lesbian  Youth  (BAGLY)  Hotline 
1-800-42-BAGLY  Available  24  hours 

Latino  AIDS  Hotline 

Inquilinos  Boricuas  en  Accion/ Latino  Health  Network 

1-800-637-3776;  (617)  262-7248  within  the  Boston  area 
Monday-Friday  12pm-10pm  (Spanish  available) 

Massachusetts  Alcoholism  and  Drug  Services  Information  and  Referral  Hotline 
1-800-637-5050;  (617)  445-1400  within  the  Boston  area 
Available  24  hours 

Massachusetts  Department  of  Public  Health  AIDS  Office 
Policy,  planning,  program  development,  technical  assistance 
(617)  727-0368 
Monday-Friday  9:00am-5:00pm 

Massachusetts  HIV  Counseling  and  Testing  Program 

Massachusetts  Department  of  Public  Health 

(617)  727-6971,  72,  73  (collect  calls  accepted) 

Monday-Friday  9am-5pm  (Spanish,  Portuguese,  and  French  available) 

Massachusetts  Behavioral  Resources  Program  (BRP):  Support  Services  for  Seropositive  Individuals 
Massachusetts  Department  of  Public  Health 
1-800-443-AIDS 
Monday-Friday  9:00am-5:00pm 

Multicultural  AIDS  Coalition  (MAC) 

Provides  technical  assistance  to  agencies  working  with  communities  of  color. 
(617)  536-0390 
Monday-Friday  9:00am-5:00pm 

Multilingual  Helpline,  International  Institute  of  Greater  Lawrence 
(508)  688-HELP 
Monday-Friday  8:30am-4:30pm 

(Spanish,  French,  Gujarati,  Hindi,  Khmer,  Malayan,  Tamil,  Vietnamese  available) 

Samariteens,  Teenage  Suicide  Hotline 
(617)  247-8050 

Seven  days  a  week  3:00pm-9:00pm 


25 


The  Teen  Line 

Department  of  Health  and  Hospitals,  City  of  Boston 
(617)  424-5700 
Monday-Friday  9am-5pm 
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